 Do those who use hearing aids have better outcomes than those who don't?  Is hearing aid 'A' better than hearing aid 'B'?  Does the newer signal processing feature yield better outcomes than the older version?  Do those who participate in an auditory training program have better outcomes than those who don't?  Do those who participate in group aural rehabilitation have better outcomes than those who don't?
 Individuals with the same disease respond differently to the same treatment  Genomic research is taking us to new frontiers in the treatment of cancer, for example  There is considerable individual variability associated with the outcomes of the two major approaches to AR
 Individualized Auditory Training
• Provision of auditory and/or auditory-visual speech perception training,currently typically implemented in computer-based programs  Counseling-Based Group AR
• Provision of educational counseling, most often in post-hearing aid fitting group sessions  A category of interventions designed to improve speech recognition through:
• the implementation of exercises that range from a focus on small units of speech (phonemes or syllables -analytic approach) to larger elements of speech (sentences or phrases -synthetic approach)
 Involves identifying a token nonsense syllable or word among other "foils" that become increasingly phonetically similar to the token as the patient's performance improves 1. sat mouse door 2. sat map trap 3. sat fat chat  Requires the listener to repeat a sentence in a background of noise.
• As performance improves, the signal-to-noise ratio decreases.
• The assumption is that improved task performance will generalize to improved speech understanding in the patient's day-today communication situations
 Results revealed a small, but reliable effect size of 0.35 (95% confidence interval [CI] = 0.13 to 0.58)
• Cohen's d effect sizes for the individual studies were quite varied, with relatively large confidence intervals  Effect size is a measure of practical significance
• the greater the effect size, the more likely the intervention is to have an impact, on average, for individuals  Conclusions
• Although AT, in general, will likely lead to an improvement in speech understanding for the average patient, there is a need for AT paradigms to be optimized for the individual  Attempts to improve patient outcomes through group discussion and education as implemented via a counseling-based approach with an emphasis on information and psycho-social adjustment  understanding communication problems associated with hearing loss  use of strategies for managing difficult situations  coping strategies  problem solving  assertiveness training  quality of life (QoL)  Results revealed a standardized mean difference of -0.35 (95% CI = -0.48 to -0.022) indicting a small, but reliable, improvement in the self-perception of improvements in outcomes related to hearing handicap and/or QoL as a result of group AR  Cohen's d effect sizes for the individual studies were quite varied, with relatively large confidence intervals  Chisolm and Arnold again concluded that there was a need for examining individual needs in determining the optimal intervention approach  Baseline Performance:
• Several studies indicate that the poorer the baseline performance the more likely that improvement will occur • Across the studies reviewed in Tables 1 and 2 , baseline performance appears to be most consistent indicator of post-training benefit  Age:
• Data from several studies suggested that older subjects tended to improve more than younger subjects  Older participants had poorer baseline scores and a higher level of motivation • This relationship was not consistently found, however, as several investigations failed to find an association between age and improved outcomes  Hearing Loss:
• Hearing loss severity did not appear to be a factor in predicting post-training performance  Other predictor variables: No important between-site baseline differences.
Simple between group comparisons of benefit using Analyses of Variance • RCTs are the "gold-standard" of intervention studies • Effective for drawing reliable inferences at the group level  However, inferences at the level of the individual cannot be made with the same confidence  n-of-1 studies to determine disease and treatment combinations which work  What little attention has been paid to individual differences appears to highlight baseline performance and or baseline needs as the primary determinant of who might benefit from AR  From a clinical perspective, assessing individual goals and matching treatment alternatives to meet those goals as suggested by the PAR model proposed here is a reasonable approach  Clearly, future studies are needed to assess the relationship between individual differences and AR success
